Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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Women on the Other Side of War and Poverty: Its Effect on the Health of Reproduction by them (11, 12) . Given QOL as an important health issue and a healthcare objective in menopause women in different communities as well as the effect of living environment on menopausal symptoms, the present study was conducted to compare QOL in urban and rural menopause women in northwest Iran.
Materials and Methods
This cross-sectional study was conducted on urban and rural menopause women in Tabriz. While the inclusion criteria comprised having amenorrhea for 1-5 years, no surgeries in the past 3 months, having physiological menopause and not taking psychiatric medications, unwillingness to participate in the study was the only exclusion criterion.
The maximum sample size calculated as per the study conducted by Hakimi et al (m = 8.42, SD = 19.3) (13), α = 0.05 and precision of 0.1 was 158. Considering a cluster study and design effect of 1.5 and dropout rate of 15%, the minimum required sample size was calculated as 544 (272 in each of the urban and rural women groups).
Cluster sampling was used to consider 46 clusters for each of the urban and rural groups. Using the address list of 50-55 years old women in Tabriz Register Office, extracted from the last national census, 46 addresses were randomly selected and considered cluster heads. A total of 23 villages of Tabriz were randomly selected for sampling. Two clusters were randomly selected for each village using the health houses information. In each cluster, 6 subjects completed the questionnaires. The sampling began from the cluster head and continued by moving leftwards sequentially. If the inclusion criteria were not met, participants were not home or were unwillingness to take part in the study, the next house was referred to. All the interviews were conducted by the first author and 2 trained interviewers. After controlling the inclusion criteria, all the participants were asked to sign a written consent form. All the subjects were free to leave the study at any stage.
Data collection tools included a socio-demographic questionnaire, Short-Form Health Survey (SF-36) and Questionnaire to Assessment Women's Experiences of Menopause.
The socio-demographic questionnaire comprised 13 items on personal information. The subjects completed the 36-item SF-36 that assessed physical and psychological health using a combination of scores obtained from eight subscales. The reliability and validity of this data collection tool was confirmed by Montazeri et al in Iran (14) . A researcher-made 44-item questionnaire on physical and psychological symptoms, anxiety, emotions, attitude and menopausal compatibility was completed by the scores of menopausal symptoms. Psychometric evaluation of this data collection tool was conducted by assessing the face, content and constructs validities as well as internal consistency and retest reliability. The Cronbach's alpha and test-retest reliability calculated were respectively 0.96 and 0.78 (15) . All the three questionnaires were completed by face-to-face interviews with all the participants.
After completing the questionnaires, the data were analyzed in SPSS 17. P values of less than 0.05 were considered statistically significant. Descriptive statistics were used to describe socio-demographic characteristics, QOL and menopausal symptoms. General linear model (analysis of covariance -ANCOVA) was used to compare QOL after adjusting baseline variables such as age, education level, housing condition and satisfaction with the behavior of wife and children as well as presence of chronic diseases.
In order to determine the predictors of QOL in urban and rural women, independent variables with P values of less than 0.2 in bivariate tests such as independent t tests, one-way analysis of variance (ANOVA) and Pearson correlation coefficient were included in multivariate linear regression model with backward strategy.
Results
The present study was conducted on 544 urban and rural menopause women from March to September 2015. The mean age and number of children of these women was 51.8 ± 3.1 years and 3.7 ± 1.3 respectively. A total of 78.9% of the subjects were housewife, 66.6% were illiterate or had primary education, while 76.6% had moderate income levels. Table 1 gives the socio-demographic information of the study subjects in terms of place of residence.
After adjusting the baseline variables, the comparison of the mean scores of QOL showed significant differences between urban and rural menopause women in terms of physical functioning, bodily pain, general health, vitality, social functioning and role limitations due to emotional problems (Table 2) .
According to the results of bivariate tests, P values of less than 0.2 were attributed to number of children, satisfaction with the behavior of wife and children and education level in urban women and to number of children, satisfaction with the behavior of wife and children, occupation and presence of chronic diseases in rural women. These variables were therefore included in the linear regression model.
Results of multivariate linear regression showed that number of children, satisfaction with children's behavior, sufficiency of monthly income, occupation status and score of menopausal symptoms affect and predict 54% of variations in QOL in urban women. Although satisfaction with children's behavior, sufficiency of monthly income, presence of chronic diseases, age, duration of menopause, education level and score of menopausal symptoms are effective variables on QOL in rural women, they predict a mere 26% of the variations (Table 3) .
Discussion
The present study was conducted to compare QOL in urban and rural menopause women. The results obtained indicated above average QOL in all dimensions of QOL in the participants. Out of 8 dimensions assessed, general health and role limitations due to emotional problems, as vulnerable dimensions of QOL, respectively received the lowest scores in urban and rural women, which is consistent with different studies (16) (17) (18) .
Unlike Żołnierczuk-Kieliszek et al who reported statistically significant differences between the total score of QOL in urban and rural women (9), the present study found differences in some dimensions of QOL in the two groups.
Rural women studied had higher mean age and satisfaction with their children and lower socioeconomic status compared to the urban population. Physical functioning, general health and vitality were found to be higher in the studied rural compared to urban women, a potential cause of which is different lifestyle and higher mobility in rural women.
The present study found lower bodily pain in urban women. Davatchi et al, who conducted a comprehensive study in Iranian villages, found higher prevalence of musculoskeletal pain in rural women compared to those in urban women. The occupation of most Iranian villagers, especially in small villages, is mainly agriculture, which is non-mechanized in some cases (19) . People in rural areas therefore do more physical work than they do in urban areas. Furthermore, the present study found 7% of the women to be helping their spouse with agriculture. The difference in bodily pain is therefore justifiable given this rural lifestyle.
Social functioning was found to be higher in the studied urban women compared to rural women. Women living in towns have generally more opportunities to engage in sociocultural and economic activities (20) and naturally have better social functioning compared to rural women.
Role limitations due to emotional problems were also found to be significantly better in urban women compared to rural women, which can be justified by little access to psychiatric services in villages. Unlike other studies mental health in this study was not significantly different between rural and urban women (9, 21, 22) .
According to the regression model, income, satisfaction with children and menopausal symptoms are predictors consistent with different studies (16) (17) (18) .
According to the regression model, income, satisfaction with children and menopausal symptoms are predictors of QOL in both groups. In the urban population, occupation, income, number of children, satisfaction with children and presence of menopausal symptoms were found to predict over half of variations in the score of QOL in both groups. In the urban population, occupation, income, number of children, satisfaction with children and presence of menopausal symptoms were found to predict over half of variations in the score of QOL. Although education level, income, satisfaction with children's behavior, age, menopausal duration and presence of chronic diseases were effective factors on QOL in rural women, they explained less than 30% of the variance, which indicates that other factors also contribute to QOL. Menopausal symptoms were found to predict QOL in both groups of urban and rural women. Menopause is associated with physical and psychological changes that may affect women's health (23) . Menopausal effects on QOL may be caused by biological changes associated with menopausal symptoms or sociocultural factors. Effects of socioeconomic class on QOL are well demonstrated. Research suggests that income, education level and being employed improve QOL (24) .
The present research found unemployment and lack of university education contributed to lower QOL in urban and rural women respectively, while low income contributed to lower QOL in both groups. All these three indicators are regarded as socioeconomic factors. Many studies suggest that low income and education lower the score of QOL obtained in SF-36 (16, 25) .
Chronic diseases were unexpectedly found to predict QOL only in rural women although a third of the urban population suffered chronic diseases such as diabetes and hypertension. Having any type of chronic disease can affect all dimensions of QOL (26) . Furthermore, children's undesirable behavior was identified as an effective variable on QOL in both groups, possibly by affecting mental health (27) . Some studies suggest destructive effects of aging on QOL, especially on physical dimension (28) (29) (30) . Age was also found a predictor of QOL in the present study rural women.
Study Limitations
The present study has strengths such as being communitybased. On the other hand, subjects living in villages in the vicinity of towns may follow urban lifestyle, which may affect the results obtained.
Research Highlights
The results obtained in this research can be used by health care system managers to develop QOL improvement programs for menopause women living in towns or villages.
Conclusion
The results obtained in the present study suggest acceptable level of QOL dimensions in urban and rural women although most domains were significantly different in the 2 groups. Menopausal symptoms, socioeconomic indicators and satisfaction with children's behavior were identified as effective factors on QOL in both groups. Given the Iranian population pyramid and growing population of middle-age and older adults in the present and future, paying attention to QOL in this age group of women is crucial. The present research identified 4 of QOL. Although education level, income, satisfaction with children's behavior, age, menopausal duration and presence of chronic diseases were effective factors on QOL in rural women, they explained less than 30% of the variance, which indicates that other factors also contribute to QOL.
Menopausal symptoms were found to predict QOL in both groups of urban and rural women. Menopause is associated with physical and psychological changes that may affect women's health (23) . Menopausal effects on QOL may be caused by biological changes associated with menopausal symptoms or sociocultural factors. Effects of socioeconomic class on QOL are well demonstrated. Research suggests that income, education level and being employed improve QOL (24) .
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Conclusion
The results obtained in the present study suggest acceptable level of QOL dimensions in urban and rural women although most domains were significantly different in the 2 groups. Menopausal symptoms, socioeconomic indicators and satisfaction with children's behavior were identified as effective factors on QOL in both groups. Given the Iranian population pyramid and growing population of middle-age and older adults in the present and future, paying attention to QOL in this age group of women is crucial. The present research identified differences in QOL dimensions and specified possible health needs of urban and rural women.
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